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Abstract
Background: Cigarette smoking is a major health risk, particularly in male South Koreans. Smoking cessation can
benefit health; however, the process of quitting smoking is difficult to some smokers and shows its relationship to
their stress level. The hypothesis of this study is that who has failed attempts to stop smoking induce more stress
than habitual smoking.
Methods: To test this, the analysis on the association between smoking cessation attempts and stress levels
in smokers was performed. The Korean Community Health Survey (2011–2016) data with the total of 488,417
participants’ data were used for this study. Survey data were analyzed using the chi-square test and logistic
regression. As the dependent variable, self-reported level of stress was selected.
Results: Of the subject population, 78.3% (63.3% males, 81.4% females) felt stressed. Among participants who
successfully stopped smoking, 73.0% (72.6% males, 78.1% females) reported feeling stressed. In contrast, of
those who failed to stop smoking, 83.3% (83.6% males, 86.3% females) reported high stress levels. Among
those who did not attempt smoking cessation, 81.1% (81.2% males, 80.3% females) responded that they
experienced stress. Those who failed to stop smoking had higher odds of stress than those who did not
attempt smoking cessation [odds ratio (OR) 1.11, 95% confidence interval (CI) 1.09–1.14, p < 0.001]. Those who
successfully stopped smoking had lower odds of stress than those who did not attempt smoking cessation
(OR 0.87, 95% CI 0.86–0.89, p < 0.001).
Conclusion: The study found an association between unsuccessful smoking cessation and stress level. As the
result, people who failed smoking cessation showed higher stress. These data should be considered in health
policy recommendations for smokers.
Keywords: Smoking cessation attempt, Stress, Smoking cessation failure, Health policy
Background
Cigarette smoking is a well-characterized underlying
cause of cardiovascular and respiratory diseases, neopla-
sias, and depression [1–3]. Cessation of smoking is
therefore recommended and is associated with many ad-
vantages. The risk of both smoking-related cancer, such
as lung cancer, and other cancers was reduced by about
18–45% in one study that followed the health outcomes
of former smokers [4]. Smoking cessation also reduced
symptoms of depression and anxiety, while improving
the overall quality of life for former smokers [5, 6].
In South Korea, 18.4% of adults smoked daily in 2015,
which was slightly lower than the Organization for Eco-
nomic Co-operation and Development (OECD) average
of 18.5% [7]. Smoking rates were 40.7% among males
and 6.4% among females in 2016. The male smoking
rates have steadily declined from 66.3% in 1998 to 40.7%
in 2016. In females, the smoking rates from 1998 to
2016 seemed consistent around 6.4% even though there
was a point when it declined to 5.7% in 2014 [8]. The
percentage of people who successfully quit smoking was
45.5%, with people who were older, married, or having
high incomes demonstrating a better success rate for
smoking cessation [9, 10].
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The investigations conducted for years regarding the
association between socioeconomic factors and smoking
[11, 12] show that the prevalence of smoking is higher
in low socioeconomic status [12, 13]. The relationship
between smoking cessation and socioeconomic group,
due to the supportive environment and motivation, they
have advantages to succeeding in cessation [14]. Previ-
ous study discovered that where there was a less sup-
portive environment for those with low socioeconomic
status, they may experience difficulty in quitting [15–
17]. As per motivation, the motivation to quit smoking
is essential in the process of smoking cessation [14, 18].
The study [19] reported that those who were in low so-
cioeconomic status groups showed low commitment or
awareness of smoking cessation [19]. For example, the
Hiscock, Judge, and Bauld [20] study highlighted that
disadvantages of low socioeconomic level led to low suc-
cessful cessation. Also, previous study discussed the re-
sults of quitting smoking and its correlation with
occupational status [21].
Many studies have indicated that stress levels are a bar-
rier for smoking cessation [9, 22] and that people with
lower levels of stress have a better chance at successful
cessation [9]. Some studies have reported that stress levels
are associated with nicotine dependency rather than the
smoking frequency, such that people who get stressed
cannot easily quit smoking [23, 24]. Because perceived
stress compounded with smoking greatly increases cardio-
vascular and hypothalamic-pituitary-adrenal measures like
heart rate and blood pressure, cessation of smoking is crit-
ical for good health, despite stress-induced challenges [1].
There was previous research that investigated the
mental health between people who had relapsed after
quitting smoking and those who had entirely abstained.
People who had relapsed displayed starkly increased
anxiety when compared to those who had abstained
[25]. However, despite the well-known impact of smok-
ing on stress levels, it is hard to find studies investigating
the association between stress levels and smoking cessa-
tion failure.
Stress is strongly related to smoking cessation and
smoking relapse [26–28]. Smoking cessation can reduce
stress, but before successful smoking cessation, it can
contribute to stress to patients who are unsuccessful at
quitting smoking. Cohen and Licthtenstein investigated
the changes in stress levels in accordance with the status
of smoking. The study reported that people who did not
succeed in smoking cessation maintained the higher
level of stress [27]. Also, the research conducted by Par-
rott discussed the reduced stress level after succeeding
in smoking cessation. At this point, there is no adverse
effect caused by acute nicotine depletion [28].
This study hypothesized that the stress associated with
the experience of attempted smoking cessation could be
detrimental; therefore, analysis of the association be-
tween attempted smoking cessation and stress levels was
conducted.
Methods
This study has used data from the Korean Community
Health Survey (CHS) between 2011 and 2016, which is a
national survey conducted by the Korean Centers for
Disease Control and Prevention. The survey aims to es-
tablish a community health care plan, assess the viability
of the plan, and produce comparable community health
statistics. As representative data of the Korean popula-
tion, trained surveyors conducted the survey in the
computer-assisted personal interviewing method. A total
of 253 households was chosen after multistage, stratified,
and random selection of the local Korean communities
by the resident registration. Each local community in-
cluded around 900 participants. CHS survey included
229,226 people in 2011; 228,921 people in 2012; 228,781
people in 2013; 228,712 people in 2014; 228,558 people
in 2015; and 228,452 people in 2016. CHS data are the
secondary data available for public research.
Of the 1,372,650 subjects in the dataset (males:
618,051; females: 754,599), our study has included
506,396 people who were smokers (males: 465,177; fe-
males: 41,219) from 2011 to 2016. Of those, 488,417
subjects were included in the data analysis (males:
448,976; females: 39,441) and 17,979 subjects were ex-
cluded because of missing variables.
The variable-of-interest, that is smoking cessation is
formed by the combination of two questions “Are you a
current smoker?” and “Have you ever tried to quit smok-
ing more than 24 hours?”. These questions express the
smoking cessation attempt and its outcome. The variable
is categorized into three groups: succeed (past-smoker
and succeeded in cessation), failed (current-smoker and
failed in cessation), and did not attempt (current-smoker
and didn’t attempt smoking cessation).
The dependent variable was the stress levels, i.e., the
existence of self-reported stress. The CHS inquiry re-
garding stress levels was “How much stress do you feel
in your daily life?” and the response was multiple
choice-based with 4 answers which are “I feel very
much”, “I feel a lot”, “I feel a little bit” and “I hardly feel
it”. The response was transformed into a binary response
(High: I feel very much, I feel a lot, I feel a little bit;
Low: I hardly feel it).
The independent variables included age, gender, family
income, family members, marital status, education level,
job, alcohol use, self-reported health, underlying chronic
disease, and survey year.
Age was used as a categorized variable (6 groups: less
than 20 years of age; 20 to 30 years of age; 30 to 40 years
of age; 40 to 50 years of age; 50 to 60 years of age; and
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over 60 years of age). Family income variable was catego-
rized into four groups (low: under 1,000,000 South Korean
won/month; low-intermediate: 1,000,000-3,000,000 South
Korean won/month; upper-intermediate: 3,000,000-
5,000,000 South Korean won/month; high: over 5,000,000
South Korean won/month). The marital status variable
was divided into three groups (marriage with cohabitation;
single; else: other types of marriage). The education level
variable was also categorized into four groups (under
graduation from elementary school; dropout or graduation
from middle school; dropout or graduation from high
school; dropout or graduation from university or more).
The job variable was categorized into three groups (office
worker; site worker; unemployed or homemaker). The al-
cohol use variable was categorized into two groups (Yes:
have drunk alcohol in the recent year; No: have not drunk
alcohol in the recent year). The self-reported health status
was divided into two categories (good; bad). The under-
lying chronic disease variable was determined based on
whether the subject had experienced hypertension,
diabetes, dyslipidemia, and arthritis diagnosed by doctors
or not.
The data analysis was performed using multi logistic
regression and chi-square tests. The analysis was per-
formed on the fully adjusted model. Data analysis was
performed with all subjects and then stratified by sex.
The additional analyses were conducted on further levels
of stress: high, mid, and low by sex (Additional file 1).
Also, the sensitivity analysis on different level of stress
was performed (Additional file 2). Subgroup analysis was
done using stratification such variables as family income,
family members, age, and marital status. Results were
considered significant if p-value <.05. SAS 9.2 (SAS In-
stitute Inc., Cary, NC) was used for data analysis.
Results
Table 1 displays stress levels by independent variables
and sex. Of the eligible respondents, 78.3% (63.3% of
males and 81.4% of females) respond that they felt
stressed daily. Of those who succeed in smoking cessa-
tion, 73.0% (72.6% of males and 78.1% of females) re-
spond that they have experienced stress, while 83.8% of
people who have failed in smoking cessation, (83.6% of
male and 86.3% of female) respond that they have expe-
rienced stress. Of people who have even not tried to stop
smoking, 81.1% (81.2% of males and 80.3% of females)
responds that they have experienced stress. People who
have used alcohol in the past year and have had higher
education levels report that they have experienced stress.
(Table 1).
Table 2 shows the adjusted stress odds ratio of inde-
pendent variables by sex. People who have succeed in
smoking cessation decrease odds of stress compared to
those who have even not tried to stop smoking [odds
ratio (OR) 0.87, 95% confidence interval (CI) 0.86–0.89,
p < 0.001]. When stratified by sex, both males (OR 0.88,
95% CI 0.86–0.90, p < 0.001) and females (OR 0.80, 95%
CI 0.75–0.86, p < 0.001) continue to show significance.
(Table 2) People who have failed in smoking cessation
increase odds of stress compared to those who have
even not tried to stop smoking (OR 1.11, 95% CI 1.09–
1.14, p < 0.001). When they were stratified by sex, this
significance remained for both males (OR 1.10, 95% CI
1.08–1.13, p < 0.001), and for females (OR 1.18, 95% CI
1.09–1.27, p < 0.001). Based on the adjusted variables’ re-
sults, people who have self-reported that their health are
bad have higher odds for stress compared to those who
have self-reported that their health are good (OR 1.84,
95% CI 1.81–1.88, p < 0.001). The highest family income
group has significantly lower odds for stress compared
to the lowest family income group (OR 0.91, 95% CI
0.89–0.94, p < 0.001). When comparing with the number
of household members, the group with more than 4
family members shows the highest odds for high stress
levels. The odds ratio for stress is 0.94 (95% CI 0.91–
0.95, p < 0.001 for the group whose number of family
members is 2), 1.18 (95% CI 1.14–1.22, p < 0.001 for the
group whose number of family members is 3), 1.25 (95%
CI 1.20–1.29, p < 0.001 for the group whose number of
family members is 4), compared to the group whose
family number is 1. Based on these results, people who
have underlying chronic disease have higher odds for
stress than people who have not self-reported chronic
disease (OR 1.07, 95% CI 1.05–1.08, p < 0.001). People
who are current drinkers also have higher odds for
stress than people who are not (OR 1.15, 95% CI
1.13–1.17, p < 0.001). The result of adjusted analysis
on the stress level among those people who have
attempted smoking cessation shows that when men
have failed the cessation, the odds ratio of stress level
is at 1.79 (95% CI 1.72–1.86, p < 0.001) and it is at
1.66 (95% CI 1.52–1.81, p < 0.001) in women
(Additional file 3).
Figure 1 displays the logistic regression results for asso-
ciated stress in those who have attempted to quit smoking
compared to those who have failed in smoking cessation
after adjustment for all variables. When stratified by mari-
tal status, in the ‘else’ group, people who have failed in
smoking cessation have significantly higher odds of stress
than people who have even not attempted to stop smoking
(for both sexes: OR 1.21, 95% CI 1.14–1.28, p < 0.001;
males: OR 1.19, 95% CI 1.11–1.28, p < 0.001; females: OR
1.25, 95% CI 1.13–1.38, p < 0.001). (Fig. 1).
When stratified by the number of family members, the
odds of stress in those who have failed in smoking cessa-
tion is significantly higher in the ‘living alone’ group (for
both sexes: OR 1.18, 95% CI 1.19, p < 0.001; males: OR
1.19, 95% CI 1.11–1.27, p < 0.001; females: OR 1.20, 95%
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CI 1.05–1.36 p = 0.007), and the odds of stress for people
who have succeed in smoking cessation is significantly
lower in the ‘living alone’ group (for both sexes: OR 0.87,
95% CI 0.82–0.92, p < 0.001; for males: OR 0.91, 95% CI
0.85–0.97, p = 0.005; for females: OR 0.75, 95% CI 0.67–
0.84, p < 0.001).
Table 2 Adjusted binary logistic regressions to examine the association between stress, demographics and clinical characteristics
compare by sex
Total Male Female
OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value
Smoking cessation Succeed 0.87 0.86 0.89 < 0.001 0.88 0.86 0.90 < 0.001 0.80 0.75 0.86 < 0.001
Failed 1.11 1.09 1.14 < 0.001 1.10 1.08 1.13 < 0.001 1.18 1.09 1.27 < 0.001
Did not attempt 1.00 1.00 1.00
Age ~ 20 1.00 1.00 1.00
20 ~ 30 1.37 1.23 1.53 < 0.001 1.42 1.26 1.59 < 0.001 0.99 0.64 1.55 0.975
30~40 1.74 1.55 1.94 < 0.001 1.86 1.66 2.09 < 0.001 0.96 0.62 1.50 0.869
40~50 1.27 1.13 1.41 < 0.001 1.37 1.22 1.54 < 0.001 0.58 0.37 0.90 0.015
50~60 0.75 0.67 0.84 < 0.001 0.80 0.71 0.90 < 0.001 0.44 0.28 0.69 < 0.001
60~ 0.40 0.36 0.45 < 0.001 0.43 0.38 0.48 < 0.001 0.23 0.15 0.37 < 0.001
Family income High 0.91 0.89 0.94 < 0.001 0.93 0.91 0.96 < 0.001 0.70 0.63 0.78 < 0.001
Upper-intermediate 1.01 0.98 1.04 0.556 1.03 1.00 1.06 0.033 0.76 0.69 0.84 < 0.001
Low-intermediate 1.02 1.00 1.05 0.041 1.03 1.01 1.06 0.007 0.92 0.85 1.00 0.041
Low 1.00 1.00 1.00
Family number 1 1.00 1.00 1.00
2 0.94 0.91 0.95 < 0.001 0.92 0.89 0.95 < 0.001 1.23 1.13 1.33 < 0.001
3 1.18 1.14 1.22 < 0.001 1.17 1.13 1.22 < 0.001 1.38 1.26 1.52 < 0.001
4 and more 1.25 1.20 1.29 < 0.001 1.24 1.19 1.29 < 0.001 1.42 1.29 1.57 < 0.001
Marital status Cohabiting marriage 1.19 1.15 1.23 < 0.001 1.19 1.15 1.23 < 0.001 1.06 0.94 1.20 0.327
Other types of marriage 1.14 1.10 1.19 < 0.001 1.21 1.16 1.26 < 0.001 0.79 0.70 0.90 < 0.001
Single 1.00 1.00 1.00
Education level University or more 1.00 1.00 1.00
High school 1.00 0.98 1.02 0.8395 0.99 0.97 1.02 0.529 1.10 0.99 1.21 0.071
Middle school 0.94 0.92 0.97 < 0.001 0.93 0.91 0.96 < 0.001 1.10 0.97 1.26 0.148
Under Elementary school 0.79 0.77 0.81 < 0.001 0.80 0.78 0.82 < 0.001 0.72 0.64 0.82 < 0.001
Job Office worker 1.90 1.85 1.96 < 0.001 1.89 1.84 1.95 < 0.001 1.69 1.49 1.92 < 0.001
Site worker 1.39 1.37 1.42 < 0.001 1.38 1.36 1.41 < 0.001 1.48 1.39 1.58 < 0.001
Unemployed or homemaker 1.00 1.00 1.00
Alcohol use Yes 1.15 1.13 1.17 < 0.001 1.15 1.13 1.17 < 0.001 1.17 1.10 1.24 < 0.001
No 1.00 1.00 1.00
Self-reported health condition Good 1.00 1.00 1.00
Bad 1.84 1.81 1.88 < 0.001 1.81 1.78 1.85 < 0.001 2.12 1.99 2.26 < 0.001
Underlying Chronic Disease Yes 1.07 1.05 1.08 < 0.001 1.06 1.04 1.08 < 0.001 1.17 1.10 1.25 < 0.001
No 1.00 1.00 1.00
Survey year 2011 1.00 1.00 1.00
2012 1.02 1.00 1.05 0.101 1.02 1.00 1.05 0.083 1.00 0.90 1.10 0.933
2013 1.00 0.98 1.03 0.8472 1.01 0.98 1.04 0.493 0.91 0.83 1.01 0.062
2014 0.94 0.92 0.97 < 0.001 0.95 0.92 0.97 < 0.001 0.86 0.78 0.95 0.002
2015 0.97 0.94 0.99 0.0112 0.98 0.95 1.00 0.083 0.85 0.78 0.94 < 0.001
2016 0.94 0.92 0.97 < 0.001 0.95 0.92 0.97 < 0.001 0.87 0.79 0.96 0.005
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Discussion
The study analyzed the association between smoking
cessation experience and stress. The prevalence of stress
in people who have failed to stop smoking was 1.11-fold
higher than in those who have even not tried to stop
smoking. Prevalence of stress in people who have suc-
cessfully stopped smoking was 0.87-fold lower than in
those who have even not tried to stop smoking. This as-
sociation was stronger in females than in males. It might
be one reason why the two genders had variable smok-
ing cessation success rates. Variables such as income,
family member number, and marital status were strati-
fied for analyses. The result represented the trend that
people who have failed to stop smoking had a higher risk
of stress in most of the strata, especially among males.
The results showed that smoking cessation reduced
stress when they have succeeded. Smoking cessation can
be harmful and elicit stress if the attempt fails.
There are many studies reporting results that are con-
sistent with this study pertaining to the results about
lower stress levels in the group that successfully quit
smoking. Previous studies support the data that there is
significant change in stress levels after and during smok-
ing cessation. Pawalina et al. analyzed stress levels dur-
ing smoking cessation treatment and found that the
percentage of people who felt stress decreased from
62.68% before the start of program to 51.41% after the
program [29]. There was a decrease in mean stress levels
in the smoking cessation group (4.4 points, 95% CI 4.1–
4.8) compared to the current-smoker group (5.2 points,
95% CI 4.9–5.6) in a study by Hajek et al. [30]. However,
it was hard to find data about stress levels in the
smoking-relapsed group in published reports.
Assessment of stress levels is important for those who
have a smoking cessation plan. Incorporating a stress-
coping skills program increase the success rates of
smoking cessation (smoking cessation rate: 44% in the
stress-coping skills program group; 27.5% in the control
group) [31]. The stress is thought to be associated with
nicotine dependency [23, 24], and nicotine dependency
is related to higher rates of relapse and lower rates of
smoking cessation [32]. Additionally, perceived stress de-
termines smoking behavior [24]. For these reasons, in-
creased stress levels for smoking cessation failure in our
study have to be accounted for.
There are many factors that influence the perceived
stress of smokers. Our results show that smoking cessa-
tion failure could impact the perceived stress of smokers.
Skov-Ettrup et al. reported that people who had previ-
ously attempted to quit smoking got more stressed when
they had stopped smoking [33]. People who have re-
lapsed from attempted smoking cessation might there-
fore need more effort to quit smoking.
These stresses can impinge upon smoking addiction
[34]. There are five stages of change during smoking ces-
sation: pre-contemplation, contemplation, preparation,
action, and maintenance [35]. Stress can impact the ac-
tion and maintenance stages and result in relapse to
cigarette smoking. This relationship between stress and
smoking may be a result of the impact of stress on
hypothalamic-pituitary-adrenal axis function and the
autonomic nervous system [34].
Besides stress, many mental health problems are related
to smoking [6]. Adults with serious psychological distress
are likely to be smokers and to smoke heavily [36].
Smokers with any mental illness have lower self-reported
Fig. 1 Stress odds for individuals who had attempted smoking cessation by subgroup for both sexes
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quit rates and higher current- and lifetime- smoking rates
compared to those without any mental illness [37]. How-
ever, depression is not associated with smoking cessation
failure [38]. These mental health problems are usually rec-
tified upon smoking cessation. Taylor et al. conducted a
systematic review and reported the association between
smoking cessation and mental health [5]. There were 4
studies about anxiety, 10 studies about depression, 5 stud-
ies about mixed anxiety and depression, 8 studies about
the psychological quality of life, and 3 studies about stress
after smoking cessation [5]. Regarding studied mental
health elements, quitting smoking led to lowering the risk
of mental health issues significantly [5]. Future studies will
include these additional mental health parameters as vari-
ables for smoking cessation studies because no data on
their association is currently available.
There are some limitations in this study. First, the
study was based on the cross-sectional data that there
was no causal relationship between smoking cessation
and stress level and data that were collected at one point
in time. Second, the period after the smoking cessation
experience was not included in the analysis. Further-
more, data on the duration of smoking cessation at-
tempts was lacking. Importantly, there were no
standards measurement such as duration regarding
smoking cessation. Therefore, the categorization of
smoking cessation was placed into three categories for
those attempting smoking cessation, and those com-
pletely succeeding in smoking cessation. Additionally, all
data are computed based on self-reported variables
and unconscious biases could be introduced. Thirdly,
smoking cessation methods were not included in our
analysis. Different cessation methods could lead to
variable outcomes. Indeed, higher levels of behavioral
counseling sessions resulted in higher rates of smok-
ing cessation, but nicotine replacement therapy did
not [39]. Individualized treatment also resulted in
successful cessation [17].
Conclusion
The study compares people who have succeeded in
smoking cessation, have failed in smoking cessation, and
have never attempted smoking cessation. The results
show that people who have failed in quitting smoking
experience more stress. Our study focuses on not only
smoking cessation experience, but also the outcome of
smoking cessation. Several reports have demonstrated
that stress in smokers is associated with lower rates of
smoking cessation and increased rates of cardiovascular
and other diseases. Health policy and smoking cessation
treatments should therefore be customized based on an
individual’s past attempts to quit smoking to improve
the success of cessation and associated health outcomes
for former smokers.
Additional files
Additional file 1: Appendix 1a Adjusted logistic regression to examine
the association between stress levels (male). Appendix 1b Adjusted
logistic regression to examine the association between stress levels
(female). (DOCX 24 kb)
Additional file 2: Appendix 2 Binary logistic regression on stress: high
level compare to mid-and low level. (DOCX 16 kb)
Additional file 3: Appendix 3 Comparison of the result of smoking
cessation and stress level. (DOCX 15 kb)
Abbreviations
CHS: Community Health Survey; OR: Odds ratio
Acknowledgements
The authors appreciate the Yonsei University Institute of Health Services
Research for its administrative support. Also, they thank Korea Centers for
Disease Control and Prevention that provided meaningful data.
Funding
This research received no specific grant from any funding agency,
commercial or not-for-profit sectors.
Availability of data and materials
Data and materials are opened for public research by Korea Centers for
Disease Control and Prevention. https://chs.cdc.go.kr/
Authors’ contributions
S.J.K, W.J.C, and S.I.J. designed the research and developed the overall
research plan. S.J.K, W.J.C, W.H.P and M.H.P analyzed the data and wrote the
manuscript. E.C.P and S.I.J provided intellectual input for the manuscript. S.I.J
supervised the study. All members read and approved the final manuscript
for quality assurance of the study.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.
Author details
1Medical Courses, Yonsei University College of Medicine, Seoul, Republic of
Korea. 2Department of Public Health, College of Medicine, Yonsei University,
Seoul, Republic of Korea. 3Institute of Health Services Research, Yonsei
University, Seoul, Republic of Korea. 4Department of Preventive Medicine and
Institute of Health Services Research, Yonsei University College of Medicine,
50 Yonsei-ro, Seodaemun-gu, Seoul 120-752, Republic of Korea.
Received: 5 June 2018 Accepted: 25 February 2019
References
1. Kotlyar M, Thuras P, Hatsukami DK, al'Absi M. Sex differences in
physiological response to the combination of stress and smoking. Int J
Psychophysiol. 2017;118:27–31.
2. Doll R, Peto R, Boreham J, Sutherland I. Mortality in relation to smoking: 50
years’ observations on male British doctors. BMJ. 2004;328(7455):1519.
3. Lam J, Lu B, Doogan N, Thomson T, Ferketich A, Paskett ED, Wewers ME.
Depression, smoking, and ego-centric social network characteristics in Ohio
Appalachian women. Rural Ment Health. 2017;41(1):30–41.
Kim et al. BMC Public Health          (2019) 19:267 Page 8 of 9
4. Choi S, Chang J, Kim K, Park SM, Lee K. Effect of smoking cessation and
reduction on the risk of Cancer in Korean men: a population based study.
Cancer Res Treat. 2017;50(4):1114–20.
5. Taylor G, McNeill A, Girling A, Farley A, Lindson-Hawley N, Aveyard P.
Change in mental health after smoking cessation: systematic review and
meta-analysis. BMJ. 2014;348:g1151.
6. Baiardini I, Sorino C, F DIM, Facchini F. Smoking cessation, anxiety, mood and
quality of life: reassuring evidences. Minerva Med. 2014;105(5 Suppl 1):15–21.
7. OECD. Key characteristics of parental leave systems. In: Directorate of
Employment, Labour and Social Affairs. Paris: OECD; 2017.
8. Prevention CfDCa. Korea Health Statistics 2016: Korea National Health and
Nutrition Examination Survey (KNHANES VII-1). Cheongju-si: Korea Centers
for Disease Control and Prevention; 2016.
9. Kim YJ. Predictors for successful smoking cessation in Korean adults. Asian
Nurs Res (Korean Soc Nurs Sci). 2014;8(1):1–7.
10. Kim Y, Cho WK. Factors associated with successful smoking cessation in
Korean adult males: findings from a National Survey. Iran J Public Health.
2014;43(11):1486–96.
11. Blackman T. Can smoking cessation services be better targeted to tackle
health inequalities? Evidence from a cross-sectional study. Health Educ J.
2008;67(2):91–101.
12. Laaksonen M, Rahkonen O, Karvonen S, Lahelma E. Socioeconomic status
and smoking: analysing inequalities with multiple indicators. Eur J Public
Health. 2005;15(3):262–9.
13. U.S. Department of Health and Human Services. Cigarette smoking among
adults and trends in smoking cessation - United States, 2008. MMWR Morb
Mortal Wkly Rep. 2009;58(44):1227–32.
14. Hiscock R, Bauld L, Amos A, Fidler JA, Munafò M. Socioeconomic status and
smoking: a review. Ann N Y Acad Sci. 2011;1248(1):107–23.
15. Lacey LP, Manfredi C, Balch G, Warnecke RB, Allen K, Edwards C. Social
support in smoking cessation among black women in Chicago public
housing. Public Health Rep. 1993;108(3):387–94.
16. Chandola T, Head J, Bartley M. Socio-demographic predictors of quitting
smoking: how important are household factors? Addiction. 2004;99(6):770–7.
17. Aubin HJ, Rollema H, Svensson TH, Winterer G. Smoking, quitting, and
psychiatric disease: a review. Neurosci Biobehav Rev. 2012;36(1):271–84.
18. Echer IC, Barreto SSM. Determination and support as successful factors for
smoking cessation. Rev Lat Am Enfermagem. 2008;16:445–51.
19. Smit ES, Fidler JA, West R. The role of desire, duty and intention in
predicting attempts to quit smoking. Addiction. 2011;106(4):844–51.
20. Hiscock R, Judge K, Bauld L. Social inequalities in quitting smoking: what
factors mediate the relationship between socioeconomic position and
smoking cessation? J Public Health (Oxf.). 2011;33(1):39–47.
21. Eek F, Östergren P-O, Diderichsen F, Rasmussen NK, Andersen I, Moussa K,
Grahn M. Differences in socioeconomic and gender inequalities in tobacco
smoking in Denmark and Sweden; a cross sectional comparison of the equity
effect of different public health policies. BMC Public Health. 2010;10(1):9.
22. Stubbs B, Veronese N, Vancampfort D, Prina AM, Lin PY, Tseng PT,
Evangelou E, Solmi M, Kohler C, Carvalho AF, et al. Perceived stress and
smoking across 41 countries: a global perspective across Europe, Africa, Asia
and the Americas. Sci Rep. 2017;7(1):7597.
23. Kim O, Kim JH, Jung JH. Stress and cigarette smoking in Korean men with
diabetes. Addict Behav. 2006;31(5):901–6.
24. Dupont P, Reynaud M, Aubin HJ. Stress and smoking in treatment-seeking
smokers. Rev Med Liege. 2012;67(4):195–201.
25. McDermott MS, Marteau TM, Hollands GJ, Hankins M, Aveyard P. Change in
anxiety following successful and unsuccessful attempts at smoking
cessation: cohort study. Br J Psychiatry. 2013;202(1):62–7.
26. Guirguis AB, Ray SM, Zingone MM, Airee A, Franks AS, Keenum AJ. Smoking
cessation: barriers to success and readiness to change. Tenn Med. 2010;103(9):45–9.
27. Cohen S, Lichtenstein E. Perceived stress, quitting smoking, and smoking
relapse. Health Psychol. 1990;9(4):466–78.
28. Parrott AC. Smoking cessation leads to reduced stress, but why? Int J
Addict. 1995;30(11):1509–16.
29. Pawlina MM, Rondina Rde C, Espinosa MM, Botelho C. Depression, anxiety,
stress, and motivation over the course of smoking cessation treatment. J
Bras Pneumol. 2015;41(5):433–9.
30. Hajek P, Taylor T, McRobbie H. The effect of stopping smoking on perceived
stress levels. Addiction. 2010;105(8):1466–71.
31. Yalcin BM, Unal M, Pirdal H, Karahan TF. Effects of an anger management
and stress control program on smoking cessation: a randomized controlled
trial. J Am Board Fam Med. 2014;27(5):645–60.
32. Pekel O, Ergor G, Gunay T, Baydur H, Choussein B, Budak R, Doganay S.
Smoking cessation and the effect of nicotine dependence on relapse rate in
Izmir, Turkey. Turk J Med Sci. 2015;45(4):895–901.
33. Skov-Ettrup LS, Egan KK, Dalum P, Tolstrup JS. Stress-related expectations
about smoking cessation and future quit attempts and abstinence - a
prospective study in daily smokers who wish to quit. Prev Med Rep. 2017;6:
187–90.
34. Richards JM, Stipelman BA, Bornovalova MA, Daughters SB, Sinha R, Lejuez
CW. Biological mechanisms underlying the relationship between stress and
smoking: state of the science and directions for future work. Biol Psychol.
2011;88(1):1–12.
35. Prochaska JO, Goldstein MG. Process of smoking cessation. Implications for
clinicians. Clin Chest Med. 1991;12(4):727–35.
36. Sung HY, Prochaska JJ, Ong MK, Shi Y, Max W. Cigarette smoking and
serious psychological distress: a population-based study of California adults.
Nicotine Tob Res. 2011;13(12):1183–92.
37. Lasser K, Boyd JW, Woolhandler S, Himmelstein DU, McCormick D, Bor DH.
Smoking and mental illness: a population-based prevalence study. JAMA.
2000;284(20):2606–10.
38. Hitsman B, Borrelli B, McChargue DE, Spring B, Niaura R. History of
depression and smoking cessation outcome: a meta-analysis. J Consult Clin
Psychol. 2003;71(4):657–63.
39. Kim H, Oh JK, Lim MK, Jeong BY, Yun EH, Park EY. The national “smoking
cessation clinics” program in the republic of Korea: socioeconomic status
and age matter. Asian Pac J Cancer Prev. 2013;14(11):6919–24.
Kim et al. BMC Public Health          (2019) 19:267 Page 9 of 9
